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I. Velissaris* and D. KiskinisDepartment of Vascular Surgery, Euromedica-Kianous Stavros Hospital, Thessaloniki, GreeceObjective. To describe our experience of a technique for cannulation of the short limb of modular devices and confirmation of
coaxial positioning, in endovascular treatment of abdominal aortic aneurysms.
Methods. In 60 consecutive patients with abdominal aortic aneurysms treated with modular endografts, a standard short
leg cannulation system was employed. This system includes insertion of a long sheath through the contralateral common
femoral artery over a previously inserted guidewire. After the deployment of the main bifurcated body of the device, a second
flexible guidewire via the same long sheath is used for catheterization of the short stub leg. The successful cannulation is
confirmed by performing the simple test of advancing the sheath over the two guidewires.
Results. The short stub leg catheterization was successful in all cases, followed by proper placement of the contralateral iliac
limb.
Conclusion. The ‘two wires via the same long sheath system’ is a simple and reliable technical step for the accurate
placement of the contralateral iliac limb as part of the endovascular repair of abdominal aortic aneurysm procedure.Keywords: Endovascular aneurysm repair; Modular aortic endografts; Placement of contralateral limb.Introduction
Endovascular repair of abdominal aortic aneurysms
(AAAs) can be performed with various types of
modular bifurcated stent-graft devices. A common
technical step in all modular devices is the
catheterization of the contralateral iliac orifice of
the main body to allow placement of the contral-
ateral iliac stent-graft. However, accurate positioning
of the guidewire within the short limb orifice may
be a technical challenge. The aim of this paper is to
describe our technique on this particular step of the
procedure and report our experience of using this
technique.ing author. I. Velissaris, MD, Vascular Surgeon,
of Vascular Surgery, Euromedica-Kianous Stavros
iis 1, 54636 Thessaloniki, Greece.
: iovel@the.forthnet.gr
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In our unit, all the endovascular procedures are
performed in the operating theatre by vascular
surgeons using a C-arm. For endovascular aneurysm
repair using a modular bifurcated endograft, the
patient’s both femoral arteries are exposed through
small inguinal incisions. The main body of the device
is inserted via a selected femoral artery and implanted
properly, taking care of right-contralateral position of
the short stub leg.
The contralateral femoral artery is always used for
insertion of a long sheath (usually, Arrow 45 cm/7F)
over a previously inserted 0.035 in. guidewire (GW-A).
The role of the long sheath is crucial. Initially, it is
advanced to the level of the renal arteries and used for
injecting contrast and taking angiograms for the
precise placement of the main graft. During
the deployment of the main body of the endograft,EJVES Extra 11, 45–47 (2006)
doi:10.1016/j.ejvsextra.2005.12.003, available online at http://www.sciencedirect.com on
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whilst the long sheath is partially withdrawn.
After the placement of the main-bifurcated com-
ponent of the endograft, catheterization of the short
leg orifice must be accomplished to allow placement of
the contralateral iliac component. In order to do this,
the long sheath is withdrawn a few centimetres
distally to the short leg orifice. We remind the reader
that the sheath is stabilized by the guidewire (GW-A)
inside it. A second 0.035 in. guidewire, usually Terumo
standard angled (GW-B), is then inserted via the same
long sheath and advanced until it comes out of the tip
of the sheath. The GW-B is used for the short stub leg
cannulation, which is easily accomplished by a
rotational manoeuvre of the wire, until it takes the
desired direction towards the stub’s orifice (Fig. 1).Fig. 1. After deploying the main body of the modular device,
the long sheath has been withdrawn over the first guidewire
(GW-A, black), which is outside the endograft, till below the
short limb. A second guidewire (GW-B, red) has been
inserted via the same long sheath in order to cannulate the
short limb.
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orifice. If the angle and the route of the GW-B is not
appropriate, it can be changed by moving the long
sheath down-wards or up-wards. Using this technique
the catheterization of the short stub leg takes no more
than 1 min.
The next step is the confirmation of successful
cannulation of the short leg. The long sheath is simply
advanced over the two guidewires and if the GW-B is
in the lumen of the graft, the sheath always stops at the
distal edge of the short stub leg (Fig. 2). Any effort for
further advancement of the sheath is unsuccessful and
just causes movement of the short leg (Fig. 3). When
this happens the test for correct cannulation is positive
and the GW-A is pulled out. Using its dilator, the long
sheath is advanced into the lumen of the graft over the
GW-B, which then is exchanged for a stiff wire. Over
the late, the contralateral iliac component of the
endograft can be placed safely.Patients
We used this technique in the last 60 patients whom
had modular bifurcated endografts for endovascular
abdominal aortic aneurysm repair, between January
2003 and June 2005. The technique was successful in
all patients. We have not had to abandon the
technique in any case but in five cases with difficult
anatomy or improper position of the short leg we
used a curve-shaped 5F catheter via the long sheath
and over the GW-B in order to orientate the wire to
the desired direction. In only eight cases the
cannulation time was longer than 1 min. The main
reason for prolonged catheterization time was the
large diameter of the aneurysm sac and the unusual
position of the main body’s stump. No difficulties in
withdrawing the GW-A, even after ballooning of the
proximal stent of the main body, and no deploy-
ments of the contralateral iliac leg outside the main
bifurcated device occurred.Discussion
Endovascular repair of AAAs has been shown to be
feasible with acceptable results. However, intra-
operative device related complications are not uncom-
mon, and are significantly related to conversion and
post-operative death.1 The learning curve of the
doctors and the adjuvant procedures are independent
risk factors of operative device-related and arterial
complications.2–4
Fig. 2. The long sheath is advanced over the two guidewires. If the catheterization is successful the tip of the sheath stops at
the edge of the short limb.
Short Limb Cannulation of Aortic Endografts 47Over the past 5 years, we have performed 116
endovascular abdominal aortic aneurysm repairs
using modular bifurcated and other types of devices.
The experience we gained during this period and the
technical problems we encountered, led us to improve
and simplify our technique.
One of the most critical steps of the procedure is the
catheterization of the short limb of modular bifurcated
devices. This step may be a technical challenge and can
cause a delay in the procedure. Improper positioning
of the guidewire, between the stent-graft and the wall
of the aorta, will result in deployment of the
contralateral limb outside the main device, if unrecog-
nized. This is a serious complication and will
necessitate endovascular repair or surgical
conversion.5Fig. 3. Any effort for further advancement of the sheath
causes movement of the short leg.We have come to the conclusion that the technique
of the two guidewires via the same long sheath is
simple and effective. One guidewire stabilizes the
sheath so that the other can be advanced through
the orifice of the short leg. Immediately after the
successful cannulation, the same system can be used
to ensure coaxial guidewire positioning by perform-
ing the simple test of advancing the sheath. We have
abandoned the use of catheters as a part of
catheterization or correct positioning confirmation
technique.
It seems that the described technique can contribute
to the likehood of successful endograft placement
without complications.References
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